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A B S T R A C T   

Efforts to mitigate the spread of COVID-19 rely on trust in public health organizations and practices. These 
practices include contact tracing, which requires people to share personal information with public health or-
ganizations. The central role of trust in these practices has gained more attention during the pandemic, resur-
facing endemic questions about public trust and potential racial trust disparities, especially as they relate to 
participation in public health efforts. 

Using an explanatory mixed methods design, we conducted quantitative analysis of state-level survey data in 
the United States from a representative sample of Michigan residents (n = 1000) in May 2020. We used unad-
justed and adjusted linear regressions to examine differences in trust in public health information and willingness 
to participate in public health efforts by race. From July to September 2020, we conducted qualitative interviews 
(n = 26) to further explain quantitative results. 

Using unadjusted linear regression, we observed higher willingness to participate in COVID-19 public health 
efforts among Black survey respondents compared to White respondents. In adjusted analysis, that difference 
disappeared, yielding no statistically significant difference between Black and White respondents in either trust 
in public health information sources or willingness to participate. Qualitative interviews were conducted to 
explain these findings, considering their contrast with assumptions that Black people would exhibit lower trust in 
public health organizations during COVID-19. 

Altruism, risk acknowledgement, trust in public health organizations during COVID-19, and belief in efficacy 
of public health efforts contributed to willingness to participate in public health efforts among interviewees. Our 
findings underscore the contextual nature of trust, and the importance of this context when analyzing protective 
health behaviors among communities disproportionately affected by COVID-19. Assumptions about mistrust 
among Black individuals and communities may be inaccurate because they overlook the specific context of the 
public health crisis. These findings are important because they indicate that Black respondents are exhibiting 
strategic trust during COVID-19 despite systemic, contemporary, and historic barriers to trust. Conceptual 
specificity rather than blanket generalizations is warranted, especially given the harms of stereotyping and 
discrimination.   

1. Introduction 

The COVID-19 pandemic has challenged the public’s trust in medi-
cine, science, and public health. Rapidly changing advice from public 
health experts and leadership was accompanied by a deluge of mis- 
information and conspiracy theories, leading the World Health Orga-
nization to develop an “infodemic” mitigation platform as a part of its 

overall strategy (Zarocostas, 2020). The information environment in 
flux has contributed to mistrust and raised questions about the effec-
tiveness of public health campaigns promoting, for example, wearing 
masks and maintaining social distance. 

What is more, the health disparities in the impact of COVID-19 on 
minoritized communities has renewed focus on the role of trust in the 
relationship between these communities and public health institutions. 
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Black communities in particular have faced inadequate testing, barriers 
to care, and higher rates of COVID-19 cases and deaths, with 52% of 
COVID-19 diagnoses and 58% of COVID-19 deaths occurring in 
disproportionately Black counties. This was the case even after con-
trolling for potentially confounding factors like socioeconomic status 
and comorbidities (Millett et al., 2020). Recent literature and public 
commentary have expressed concern that low trust among racial and 
ethnic minority communities disproportionately impacted by COVID-19 
could threaten efforts to contain the virus (Malik et al., 2020; Weiss and 
Paasche-Orlow, 2020). 

However, there are two key oversights in this literature that subse-
quently drive harmful public discussions about relationships between 
race and trust. First, this literature tends to oversimplify the complex 
natures of both race and trust, ignoring the variation in findings on racial 
differences in trust. Second, this discourse reflects a trend of misattri-
bution where low trust is attributed to individuals’ attitudes or racial 
identities (Schwei et al., 2014), instead of the social contexts of 
oppression and racism in which low trust manifests. It is necessary to 
clarify the existing evidence on racial differences in trust and apply these 
insights to critical analysis of race and trust during a global pandemic, 
rather than treating racial identity as causal (Zuberi and Bonilla-Silva, 
2008), reducing trust to a static individual attribute (Schoorman et al., 
2007), or overlooking the role of institutional trustworthiness (Goold, 
2002; Warren et al., 2020). 

In this paper, we consider the implications of how trust is understood 
in the context of a public health crisis and how that understanding is 
applied to communities disproportionately harmed by that crisis. Based 
on a mixed methods study of experiences, attitudes, and beliefs about 
sources of information and willingness to participate in public health 
interventions, we explore how notions of trust can be better conceptu-
alized in research and practice moving forward. 

1.1. Strategic trust in the US healthcare system 

Trust in the US healthcare system has been analyzed in a variety of 
contexts including patient-provider relationships, medical research, 
public health functions, and specific health services (Thompson et al., 
2004; Hall et al., 2006; Eisenman et al., 2012; Ozawa and Sripad, 2013; 
Platt et al., 2019). In each of these contexts, trust is predominantly 
characterized as strategic, i.e. the belief that a given entity will act in 
one’s best interest for a particular purpose (Mechanic, 1998; Smith, 
2010). It is often described as A (trustor) trusts B (trustee, or object of 
trust) to do X (Hardin, 2001). This kind of trust is considered strategic as 
it stems from an expectation based on past experiences with a trustee or 
the perception that a trustee’s motivations and intentions align with 
those of the trustor (Smith, 2010). Notably, strategic trust may function 
differently when it is placed in different trustees. It has been noted that 
trust in hospitals or providers, for example, operates differently than 
trust in health systems (Goold and Klipp, 2002; Sewell, 2015) or public 
health institutions (Musa et al., 2009). 

Strategic trust has been analyzed in the relationship between pa-
tients (trustors) on the one hand, and providers, hospitals, or health 
systems (trustees) on the other (Anderson and Dedrick, 1990; Hall et al., 
2002; Boulware et al., 2003; Armstrong et al., 2006; LaVeist et al., 2009; 
Benkert et al., 2019). Strategic trust is highly relevant to perceptions of 
and willingness to participate or comply with institutional policy, which 
is especially true when participation involves risk to the trustor who is 
undertaking certain actions without a guarantee of reciprocity or 
appropriate action by the trustee, or object of trust (Citrin and Stoker, 
2018). In short, if a member of the public trusts and believes an in-
stitution’s policies align with their own interests, they are more likely to 
exhibit strategic trust and follow the advice of that institution. 

During a global pandemic, strategic trust is a critical object of 
analysis because of its relationship to participation in public health ef-
forts. Prior work has shown that confidence in health authorities is 
related to protective health behaviors such as vaccination and contact 

tracing (Plough et al., 2011; Eisenman et al., 2012; Udow-Phillips and 
Lantz, 2020; Megnin-Viggars et al., 2020). Individuals are more likely to 
adopt such behaviors when perceived risk is high and the object of trust 
is deemed competent or trustworthy (Balog-Way and McComas, 2020; 
Qazi et al., 2020). In these situations, the trustor is relying on the trustee 
(i.e., healthcare or public health organization) to act in their best in-
terest by providing accurate information, and subsequently following 
those recommendations to participate in public health efforts. In the 
case of COVID-19, the public is relying on public health organizations to 
provide accurate information and guidance on protective health 
behaviors. 

1.2. Trust and race situated in the COVID-19 pandemic 

Existing evidence on trust in health institutions among marginalized, 
racialized communities is mixed and has evolved over the previous 20 
years (Armstrong et al., 2008). Although some literature includes 
analysis of system trust among Hispanic or Latino respondents, com-
parisons between Black respondents and White respondents are pre-
dominant (Smith, 2010). While statistically significant racial differences 
have been identified in some studies on system trust, this is not consis-
tently the case throughout the literature. For example, some analysis 
finds that Black respondents report lower trust in hospitals than White 
respondents (LaVeist et al., 2000) while others find no such difference 
(Boulware et al., 2003). Significant racial differences in trust are not 
identified in other work on system trust (Armstrong et al., 2006; Ste-
panikova et al., 2006; Platt et al., 2019). Accounting for mediators like 
socioeconomic status (Sewell, 2015) and experiences of discrimination 
has been found to either weaken or reverse some observed relationships 
between race and low trust (Armstrong et al., 2013; LaVeist et al., 2000). 
Similarly, there is some evidence that racial differences in trust of public 
health or government sources of information (Musa et al., 2009) during 
a pandemic (Quinn et al., 2009) are not significant. This suggests that in 
the context of crisis, higher risk of harm for Black individuals and 
communities, and a more visible role for public health organizations, 
strategic trust may be operating differently than it has in other contexts. 

Based on these varied findings regarding race and strategic trust, it is 
possible that overly broad extrapolation of the literature is guiding 
current discourse on the role of trust for Black people and communities 
during COVID-19. This is particularly concerning given the implications 
of those assumptions. Potential stigmatization or stereotyping of Black 
people as less trusting can compound the harm of the pandemic and 
inappropriately inform public health efforts, making those efforts 
ineffective. 

To better understand engagement with public health efforts during 
COVID-19, it is necessary to analyze trust in the unique circumstance of 
a global pandemic. The purpose of this explanatory sequential mixed 
methods study is to analyze trust in public health sources of information 
and willingness to participate in public health efforts by race. This 
analysis focuses specifically on Black-White racial differences, measured 
by self-reported racial and ethnic identity. We first conducted a state-
wide survey and sought to further understand the quantitative findings 
through subsequent qualitative interviews. 

2. Methods 

This project employed an explanatory sequential mixed methods 
design with a statewide survey followed by qualitative interviews 
(Creswell, 2014; Curry and Nunez-Smith, 2015). In this design, quan-
titative data are collected and analyzed. Qualitative research is then 
conducted to explain quantitative findings. This approach was used to 
gain understanding of reasons for willingness to participate in public 
health efforts analyzed in the statewide survey. In particular, our find-
ings on race and trust in public health sources of information and will-
ingness to contact trace (described below) required additional 
exploration. 
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2.1. Survey 

We analyzed quantitative data from the State of the State Survey 
(SOSS), a quarterly statewide survey of the non-institutionalized, En-
glish-speaking adult population of the state of Michigan. The survey is 
conducted by the Institute for Public Policy and Social Research (IPPSR), 
which uses a stratified random sample of adults aged 18 and older with 
access to either a landline or cell phone. The sample (n = 1,000) was 
weighted to the sampling frame of the 2016 American Community 
Survey (ACS). 

2.1.1. Survey instrument 
The survey was fielded from May 8 to May 25, 2020. The survey 

instrument included questions about comfort with and willingness to 
participate in public health efforts related to COVID-19. Public health 
efforts included in the survey were contact tracing, sharing personal 
information with a state or local health department, and using an app to 
report symptoms. Comfort with and willingness to participate in these 
public health efforts were measured using the following survey items: 1) 
I would feel comfortable reporting people I’ve been in contact with to the local 
or state health department if I had symptoms of COVID-19; 2) I am willing to 
give my local or state health department personal information to help limit the 
spread of COVID 19; 3) I would be comfortable using a computer or phone 
app that shares my symptom information with my local or state health 
department. Responses were on a seven-point scale from 1) not true at all 
to 7) very true. These three measures were used to create an index 
(Cronbach’s α = 0.86) of comfort and willingness to participate in public 
health efforts (Table S-1a). Respondents also answered questions about 
their trust in public health sources of information: Regardless of how often 
you get information from these sources, how much do you trust information 
provided about the coronavirus outbreak by each of the following: 1) the 
Centers for Disease Control and Prevention (CDC), 2) the state health 
department, and 3) the county health department. Responses were on a 
five-point scale from 1) not at all to 5) a great deal. These three measures 
were used to create an index (Cronbach’s α = 0.87) of trust in public 
health sources of information (Table S-1b). 

Concern about privacy was measured on the seven-point scale of 
trust in response to the statement: I worry that private information about 
my health could be used against me. Trust in health system confidentiality 
(The organization where I typically get health care can be trusted to use my 
information responsibly) was measured on the same scale. 

2.1.2. Survey analysis 
Weighted OLS regression was used to analyze the relationships be-

tween comfort with public health efforts related to COVID-19 and trust 
in public health sources of information. We conducted bivariable and 
multivariable analyses to produce unadjusted and adjusted estimates of 
the associations between public health efforts, trust in public health 
sources of information, and trust in the healthcare system. Covariates 
included demographic variables (sex, age, race/ethnicity, income, ed-
ucation, rural/urban residence, political ideology), perception of the 
seriousness of COVID-19, and concerns about personal privacy. Table 1 
includes significant predictors of willingness to participate identified in 
the survey analysis with the corresponding topics discussed in subse-
quent qualitative interviews. 

2.2. Interviews 

After survey analysis revealed higher trust in public health sources of 
information and willingness to participate among Black respondents in 
unadjusted analysis, and a null finding regarding racial differences in 
adjusted analysis, we sought to further explore how trust was func-
tioning during the COVID-19 pandemic. We worked with community 
partners to develop an interview protocol focused on participant per-
spectives, beliefs, and comfort with public health efforts. 

The qualitative interviews followed a community-engaged research 

approach and used a semi-structured interview protocol. Our two 
community partners in southeast Michigan serve predominantly Black 
neighborhoods in zip codes experiencing disproportionately high bur-
dens of COVID-19. Community organization leadership teams helped 
design the interview protocols and advise on recruitment of participants. 
The two organizations were selected for participation in order to include 
perspectives from multiple contexts. Each neighborhood is located in a 
different zip code and varies in terms of county, housing type, and 
average household income. One community is comprised of mostly 
single-family, detached homes with a mix of owned and rented prop-
erties. The other is a low-income housing development of apartment 
complexes. The purpose of inclusion of two communities was not to 
compare across them, but rather to increase the diversity of perspectives 
included in analysis. 

2.2.1. Interview protocol 
We developed the interview protocol iteratively, guided both by 

discussions with representatives from each community organization and 
findings from the statewide survey. Representatives of each community 
organization contributed their priorities, concerns, and goals to the 
interview protocol. The protocol also included questions that reflected 
key questions from the survey regarding trust in public health sources of 
information, contact tracing, sharing personal information with the state 
or local health department, and using an app to report symptoms. 

2.2.2. Interview sample 
Following community partner preferences and guidance, the 

research team used multiple methods to post and send invitations to 
participate in the project, including social media posts and text mes-
sages. Interested participants completed a brief online recruitment 
questionnaire. We included participants of different ages, parental sta-
tuses, and genders to encourage a broad range of experiences. The final 

Table 1 
Explanatory sequential mixed methods: Linking quantitative findings to 
explanatory qualitative interview questions.   

Quantitative Qualitative 

Factors associated with 
willingness to participate in 
public health effortsa 

Corresponding interview topic 

Positivea Perception of the seriousness of 
COVID-19 

Challenges and changes to daily life 
related to COVID-19 
Opinions about symptom reporting, 
contact tracing, and sharing 
information with the health 
department 

Personal diagnosis or diagnosis 
of a close relation with COVID- 
19 

Who is most affected by COVID-19 
Direct/personal experiences with 
COVID-19 
Community experiences with 
COVID-19 

Trust in health system 
confidentiality 

Experiences with providers 
Concerns about privacy/personal 
information 

Trust in public health sources 
of information 

Typical sources of COVID-19 
information 
Most trusted sources of information 
What makes information 
trustworthy and sufficient 

Negativea Concerns about privacy Concerns about symptom reporting, 
contact tracing, and sharing 
information with the health 
department 
Trust in the health system, 
providers, and health departments 
prior to and during COVID-19 
Experiences of discrimination in 
healthcare  

a As identified in adjusted model; p < 0.05. 
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sample included 15 participants from the first neighborhood and 11 
participants from the second neighborhood for a total sample of 26 
participants, most of whom identified as female. Participants ranged 
from 18 to over 60 years of age, with approximately half of participants 
between 30 and 59 years old. The majority of participants were Black 
(19 Black participants, 2 multi-racial participants, 2 white participants, 
and 3 did not report race/ethnicity). Most participants had children 
under the age of 18 (n = 16). Long-term community residents who had 
lived in their neighborhoods for at least 10 years were represented in the 
sample (n = 10). Each hour-long interview was conducted by phone 
between July and September 2020, when saturation was reached. Par-
ticipants were compensated with $50. All interviews were recorded and 
professionally transcribed by the audio transcription service Rev. 

2.2.3. Interview analysis 
Interview transcripts were imported to MaxQDA 2020 (VERBI soft-

ware) for analysis. Three team members conducted open coding of a 
random selection of 6 interview transcripts. These initial codes were 
discussed and reconciled by all three team members. Codes were itera-
tively modified, applied, and reconciled by two team members who 
coded all of the interview transcripts (Charmaz, 2006). Once all tran-
scripts were coded, themes and sub-themes were identified using 
memos, important quotes, and MaxQDA visualizations (Bourgeault 
et al., 2010; Creswell and Poth, 2016). 

3. Ethical Considerations 

The study was reviewed and approved by the Institutional Review 
Board at the University of Michigan. Interview participants received 
written and verbal descriptions of the research study and verbal 
informed consent was obtained at the beginning of each phone 
interview. 

4. Results 

4.1. Quantitative findings 

Table 2 includes the characteristics of the sample of survey re-
spondents with weighted frequencies (n = 1000). Over half the sample 
identified as female (57.17%) and the average age of respondents was 
52.29 years (SD = 17.49). Approximately half (50.55%) of respondents 
reported household income under $50,000. The majority of respondents 
were non-Hispanic White (77.48%). Non-Hispanic Black respondents 
were 11.81% of the sample and Hispanic respondents were 4.80% of the 
sample. Respondents reporting other and multi-racial or multi-ethnic 
identities comprised 5.91% of the sample, which is consistent with the 
2019 Michigan census (U.S. Census Bureau, 2019). 

In adjusted OLS regression, age, political ideology, personal diag-
nosis or diagnosis of a close relation with COVID-19, trust in the 
healthcare system, concerns about privacy, and trust in public health 
sources were significantly (p < 0.05) associated with willingness to 
participate in public health efforts (Table 3). The same predictors, with 
the exceptions of privacy concerns and personal diagnosis of COVID-19, 
were significantly associated with trust in public health sources of 
information. 

In unadjusted analysis, Black respondents reported higher trust in 
public health information sources (b = 0.38, p = 0.001) and willingness 
to participate in public health efforts (b = 0.62, p < 0.001) than White 
respondents. In adjusted analysis, these relationships were no longer 
statistically significant. These differences and the null finding in 
adjusted analysis required qualitative interviews to better understand 
how trust was operating during the COVID-19 crisis. 

4.2. Qualitative findings 

Our qualitative analysis revealed three broad primary motivations 

Table 2 
Descriptive statistics with weighted frequencies (n = 1000).    

%/Mean (SD) 

Sex  
Female 57.17  
Male 42.23  
Other 0.60 

Age 52.29 (17.49) 
Race/Ethnicity  

White, non-Hispanic 77.48  
Black, non-Hispanic 11.81  
Other, non-Hispanica 5.91  
Hispanic 4.80 

Income  
$50,000 or less 50.55  
Greater than $50,000 49.45 

Education  
Less than high school 2.60  
High school 31.03  
Some college 29.13  
College and above 37.24 

Residence  
Rural 21.82  
Small city, town, village 25.25  
Suburban 39.39  
Urban 13.54 

Political Ideology  
Moderate 33.67  
Liberal 33.37  
Conservative 26.35  
Other 6.61 

Thinking about what is said in the news, in your view is the seriousness of coronavirus 
generally exaggerated, generally correct, or is it generally underestimated?  

Generally exaggerated 30.12  
Generally correct 44.98  
Generally underestimated 24.90 

Have you or anyone you know personally been diagnosed with COVID-19? 
Yes 31.22 
No 68.78 
I worry that private information about my health could be used 

against me (Range: 1 = not true at all, 7 = very true) 
4.16 (1.79) 

The organization where I typically get health care can be trusted to 
use my information responsibly (Range: 1 = not true at all, 7 =
very true) 

5.22 (1.38) 

Trust in public health sources of information (Range: 1 to 5) 3.42 (1.10) 
Willingness to participate in public health efforts (Range: 1 to 7) 4.71 (1.79)  

a Includes Asian (n = 18), American Indian or Alaskan Native (n = 2), multi- 
racial (n = 20), and self-identified other (15). 

Table 3 
Ordinary Least Squares regression of trust in information from public health 
sources and willingness to participate in public health efforts (n = 1000).  

Trust in public health sources of information  

Unadjusted linear 
regression 

Adjusted linear regression (R2 

= 0.41) 

B p-value b p-value 

Race/Ethnicity     
White, non-Hispanic ref ref ref ref 
Black, non-Hispanic 0.38 0.001 0.07 0.48 
Other, non-Hispanic 0.27 0.08 0.01 0.92 
Hispanic 0.15 0.42 − 0.10 0.55      

Willingness to participate in public health efforts  

Unadjusted linear 
regression 

Adjusted linear regression (R2 

= 0.48) 

b p-value b p-value 

Race/Ethnicity     
White, non-Hispanic ref ref ref ref 
Black, non-Hispanic 0.62 < 0.001 0.16 0.21 
Other, non-Hispanic − 0.02 0.92 − 0.14 0.45 
Hispanic − 0.03 0.92 − 0.21 0.31  
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for willingness to participate in public health efforts in the dispropor-
tionately impacted communities we engaged: altruism, risk acknowl-
edgement, and confidence that public health efforts would effectively 
slow the spread of COVID-19. This confidence stemmed from both trust 
in public health institutions during COVID-19 and understanding of the 
effectiveness of public health efforts like contact tracing or symptom 
reporting. 

4.2.1. Altruism 
The most common reason participants reported for their willingness 

to participate in public health efforts was altruism. Fundamental to 
altruism is the sense of obligation to sacrifice for others without 
expectation of reward or benefit in return (Pellegrino, 1987; Batson, 
2010). Participants expressed altruism as concern for community 
members or family, a willingness to contribute to the wellbeing of 
others, or a desire to protect other people regardless of benefit to self. 
This was often true even when individuals did not describe an awareness 
of disproportionate impacts of COVID-19 on their own community. 
Participants regularly expressed how concern for their family, friends, 
neighborhood, and larger community drove their opinions about public 
health engagement: 

‘So I think [contact tracing]’s a very good thing. If you get sick, you 
tell them, "Okay. I’ve been around all these people". At least they could 
get tested so if they do have it, they can get the proper care that they 
need.’ Participant 5. 

‘I would have no problem reporting [contacts] because I want them 
to be taken care of … I want them to live just as much as I do.’ Partic-
ipant 23. 

‘I’m 100% willing to do it. I’m not afraid to give my information to 
anyone, especially when it’s during COVID to save someone’s life. If I 
have it, I will tell the health department that I have it.’ Participant 15. 

Most participants regarded contact tracing and symptom reporting, 
despite potential concerns like stigma or technological challenges, as 
actions they should take in order to keep their family or community safe. 
These actions were not perceived as personally beneficial, but as serving 
the interests and needs of others. 

4.2.2. Risk Acknowledgement 
Many participants described their awareness of high mortality and 

the rapid spread of COVID-19. Although less than half reported that their 
community was disproportionately impacted, most participants 
described the general risks of COVID-19 and reported feeling personally 
vulnerable to infection and illness. They also described how the virus 
spread and the severe symptoms they found particularly concerning. 
This risk acknowledgement made contact tracing and other public 
health efforts reasonable or important for participants. For example, one 
participant described the deadliness of COVID-19 as a reason why 
people should participate in contact tracing: 

‘I feel that [contact tracing is] okay because I feel you’re saving 
someone else’s life … This virus is really serious and dangerous. It’s 
deadly. So, everyone should tell if they have [it].’ Participant 15. 

Over one third of participants mentioned that they personally knew 
someone who either died from COVID-19 or had been infected, and 
some participants knew multiple friends or family members for whom 
this was true. Participants expressed fear associated with losing family, 
friends, and acquaintances to the virus. For example, one participant 
explained: 

‘I know a lot of people that died from it. So it’s kind of scary.’ 
Participant 7. 

Another participant described a similar experience: 
‘I know of quite a few people that have tested positive outside of my 

family. Some are still here and some are not here anymore.’ Participant 
13. 

The experiences of seeking care and relying on a healthcare system in 
crisis were also salient for respondents in their descriptions of risks they 
faced. This assessment of risk often drove participants’ willingness and 

even active desire to participate in public health efforts like contact 
tracing and sharing personal information with the health department. 

4.2.3. Trust in public health organizations 
More than one third of participants specifically described trust in the 

local or state health department, especially in their role as sources of 
information. In terms of strategic trust, the specific action they expected 
the health department to perform was providing reliable information 
about COVID-19. A small group of these participants trusted their local 
or state health department based on previous experiences. For instance, 
one participant explained: 

‘I would say [my trust] was pretty fair. Before the COVID-19, they 
had a lot of programs, stuff to help people. They had condoms and stuff 
to give out to people to protect themselves. So they had classes and 
programs. I generally trust them, too.’ Participant 11. 

For others, trust was a default orientation. These participants did not 
necessarily have extensive prior contact with public health organiza-
tions but were aware of their roles, especially during the pandemic. They 
described how a lack of negative experiences meant they had no reason 
not to trust these institutions: 

‘I never had any problems with them, so I just figured they were 
doing what they’re supposed to do.’ Participant 21. 

‘I didn’t really have a lot of interaction with the health department. 
But I feel like I would generally trust them if something were to come 
up.’ Participant 17. 

Public health efforts to combat COVID-19 specifically earned trust 
for some participants. They appreciated the visible work public health 
organizations were doing, which made them see those organizations as 
trustworthy: 

‘I think that seeing the commitment it seems that they’ve had to 
informing people, and having these education awareness campaigns 
around COVID or anything else. I feel like that has been positive for me.’ 
Participant 22. 

Four respondents described low trust in public health organizations. 
For some, this was connected to a lack of transparency and poor 
communication. 

Underlying participants’ willingness to participate and their 
described motivations for engaging in public health efforts was an un-
derstanding of the effectiveness of these efforts. Even for those who were 
not familiar with certain components of contact tracing or who worried 
about their ability to use technology to report their symptoms to the 
health department, participants did not express skepticism about the 
efficacy of such efforts. This indicates public health knowledge among 
participants, as well as trust and confidence in the expertise of public 
health organizations broadly. Multiple participants described how 
contact tracing could halt a potential domino effect of infections, 
crossing social boundaries and familial relationships. Others described 
how reporting hypothetical symptoms to the health department could 
contribute to scientific knowledge about COVID-19. This perception of 
the effectiveness of public health efforts drove comfort with 
participation. 

5. Discussion 

5.1. Importance 

This analysis provides insight on trust and willingness to participate 
in public health efforts aimed at containing the spread of COVID-19. 
Based on our quantitative study of trust in public health sources of in-
formation and interventions, we find that there are not statistically 
significant racial differences after controlling for factors such as con-
cerns about privacy and political ideology. These findings, along with 
the qualitative interviews, contextualize the concept of strategic trust 
during a public health crisis disproportionately impacting Black com-
munities, currently lacking in the literature and public discourse. 

Our findings contribute to a larger effort to better understand how 
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trust is related to public health efforts, especially for Black individuals 
and communities who are often assumed to have a particular distrust in 
the healthcare system and public health organizations. While these as-
sumptions sometimes reflect an understanding that mistreatment of 
Black people by public health organizations and the healthcare system 
would logically warrant distrust, they lack adequate attention to the 
specific context in which trust is operating, relying on literature that 
analyzes multiple objects of trust in different contexts for various ends or 
goals. Applying prior findings on distrust in clinical research or specific 
dimensions of trust in providers to participation in public health efforts 
during the COVID-19 pandemic may not be appropriate. For example, 
our findings suggest that trust during a pandemic may operate differ-
ently than trust generally. 

5.2. Temporality, context, and limitations 

One potential contributing factor to trust during the pandemic is the 
role of risk perception, especially since COVID-19 disproportionately 
harms Black communities. Our findings on this topic reflect prior liter-
ature identifying a significant role for risk perception in predicting trust 
(Freimuth et al., 2017). Perceptions of the seriousness of COVID-19 in 
the news differ significantly between Black and White survey re-
spondents, with Black respondents reporting greater concern than White 
respondents (b = 0.34, p < 0.001, White as reference group). The timing 
of the survey and interviews is potentially important due to the risk of 
COVID-19 at the time, prior to the availability of vaccines (May to 
September 2020). Because risk perception, public health efforts, and 
perceived threat of COVID-19 evolve, longitudinal analysis would be an 
ideal method of validation and expansion of our findings. 

Interpretation of these findings should be informed by the limitations 
of survey data, including selection bias. It is possible that willingness to 
respond to a survey is related to trust and willingness to participate in 
public health efforts. This could mean that the analytic sample here is 
more trusting of institutions than the general public. However, it is not 
clear that this would be true of only one racial group compared to 
another, and thus may not be particularly significant in relation to our 
key findings. We conducted model specification tests with and without 
the independent variables related to trust like privacy concerns, trust in 
public health, and trust in health system confidentiality (analysis not 
shown) and found that the primary relationship of interest was unaf-
fected by alterations to the model. 

Additionally, because this analysis was conducted with a state-level 
representative sample, quantitative findings may not generalize across 
the country. National replication of the study would provide helpful 
insight on this topic. 

6. Conclusion 

In this state-level analysis, Black survey respondents reported higher 
willingness to participate in public health efforts related to COVID-19 
than White respondents in unadjusted analysis. In adjusted analysis, 
there was no statistically significant difference between Black and White 
respondents’ willingness to participate. Although not entirely unprece-
dented (Freimuth et al., 2017), these findings were relatively counter-
intuitive in the context of recently published work assuming or 
anticipating disproportionately low trust in Black communities related 
to COVID-19 and the subsequent implications for adoption of preventive 
measures. The lack of significant difference identified in this analysis 
counters this narrative of distrust in a state-level sample and points to a 
need for conceptual clarity and context when trust is analyzed or 
discussed. 

That Black respondents whose communities have experienced 
repeated violations of trust over generations (Washington, 2006) 
demonstrate similarly high willingness to participate in public health 
efforts as White individuals who have not experienced those disadvan-
tages deserves attention. When put in context, this null finding is 

important because it indicates that Black respondents are exhibiting 
strategic trust during COVID-19 despite systemic, contemporary, and 
historic barriers to trust. Together with the explanatory qualitative re-
sults, this suggests that the roles of altruism, risk perception, and trust in 
the efficacy of public health efforts are underappreciated in existing 
literature. It also highlights a need for explicit analysis of contextual 
factors impacting both reported trust and behaviors that reflect strategic 
trust. 

Analysis of trust should be more precise in assessing and responding 
to the needs of Black individuals and predominantly Black communities, 
their perspectives, and their willingness to participate in public health 
efforts. Strategic trust and mistrust are not static, permanent states to 
which populations can be assigned. They are temporary, contingent, 
situational, and impacted by circumstances. Based on our findings, and 
in the context of a vast literature on both trust and health inequality, it is 
not appropriate to broadly assert that low trust in Black communities 
contributes to automatic mistrust of public health efforts or affects 
participation in mitigation efforts. Future work should expand on the 
findings presented here by using a situational trust perspective . 
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